sion analysis heart rate (HR=1.31, 95% CI 1.11-1.54 per 10bpm, P=0.001), heart rate change between consecutive ECGs (HR=1.32, 95% CI 1.06-1.66 per 10bpm, P=0.014), QRS duration (HR=1.24, 95% CI 1.11-1.39 per 10ms, P<0.0001) and QTc (HR=1.13, 95% CI 1.06-1.21 per 10ms, P=0.0001) emerged as strong predictors of outcome. In contrast QRS duration (QRSd) dispersion, QRSd change or change rate between consecutive ECGs and QTc dispersion were not related to mortality. On multivariate Cox analysis both heart rate and QRSd remained in the model. Survival ROC identified an optimal cut-off value of 110ms for QRSd and 90bpm for heart rate enabling simple risk-score stratification (Figure) . Patients with QRSd>110ms or heart rate >90bpm were at more than threefold risk of death (HR=3.58, 95% CI 2.06-6.24, P<0.0001). Conclusions: ECG enables a simple but powerful mortality -risk stratification in ES patients and, thus, may help guiding therapy in these complex patients. Purpose: Patients with congenital heart disease (CHD) often undergo right-sided surgery, and contribution of the right ventricle (RV) to their cardiac pump function is essential. We aimed to identify determinants of adverse outcome after cardiac surgery. Methods: 503 consecutive adults (56% male, median age 36 years) with CHD operated between January 2001 and January 2011 in the Academic Medical Center in Amsterdam were studied. RV function was considered normal for levels of TAPSE and TDI S' above 15mm and 11 cm/s respectively. RV failure was defined as combination of (1) elevated jugular venous pressure, (2) impaired RV function on transthoracic echocardiography and (3) diagnosis of RV failure was documented in the medical charts. Intensive care stay was prolonged if it exceeded four days. The composite end point of an adverse in-hospital outcome was operative mortality, RV failure, inotropes on intensive care, a prolonged intensive care stay, or all. Determinants of adverse outcome were evaluated by logistic regression analysis. Results: Nine patients (1,8%) died peri-operatively, 19 had RV failure, 83 needed inotropic therapy on intensive care and 21 had prolonged intensive care stay. The composite end point was reached in 91 patients (18,1%). Significant pre-operative determinants are shown in the Background: Little is known about the impact of Socioeconomic Status (SES) and gender on access to care and outcome in Adults with Congenital Heart Disease (ACHD) followed at large tertiary centers. We hypothesised that patients with lower SES would be underrepresented, would have a higher risk of Infective Endocarditis (IE) and worse survival prospects. Methods: A total of 5959 ACHD patients (50%-women) under active follow-up at our center were included. The impact of SES on access to tertiary care was estimated using a subsample of patients living in the Greater London area (n=2129). Area based SES was measured using the English Index of Multiple Deprivation (IMD) for all patients. Results: Individuals from the lowest (most deprived) IMD-rank quartile were underrepresented by 37% of the predicted proportion, while individuals from the most affluent areas were significantly overrepresented (P<0.0001). Lower SES was not associated with a higher mortality rate. Similarly, there was no significant difference in mortality between males and females. Patients living in more deprived areas, however, had a significantly higher risk of IE (HR:1.3/IMDquartile,CI:1.0-1.6,P=0.04, Fig.) , with females being only half as likely to experience IE (HR:0.5,CI 0.3-0.9,P=0.02).
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Patients with congenital heart disease (CHD) often undergo right-sided surgery, and contribution of the right ventricle (RV) to their cardiac pump function is essential. We aimed to identify determinants of adverse outcome after cardiac surgery. Methods: 503 consecutive adults (56% male, median age 36 years) with CHD operated between January 2001 and January 2011 in the Academic Medical Center in Amsterdam were studied. RV function was considered normal for levels of TAPSE and TDI S' above 15mm and 11 cm/s respectively. RV failure was defined as combination of (1) elevated jugular venous pressure, (2) impaired RV function on transthoracic echocardiography and (3) diagnosis of RV failure was documented in the medical charts. Intensive care stay was prolonged if it exceeded four days. The composite end point of an adverse in-hospital outcome was operative mortality, RV failure, inotropes on intensive care, a prolonged intensive care stay, or all. Determinants of adverse outcome were evaluated by logistic regression analysis. Results: Nine patients (1,8%) died peri-operatively, 19 had RV failure, 83 needed inotropic therapy on intensive care and 21 had prolonged intensive care stay. The composite end point was reached in 91 patients (18,1%). Significant pre-operative determinants are shown in the Background: Little is known about the impact of Socioeconomic Status (SES) and gender on access to care and outcome in Adults with Congenital Heart Disease (ACHD) followed at large tertiary centers. We hypothesised that patients with lower SES would be underrepresented, would have a higher risk of Infective Endocarditis (IE) and worse survival prospects. Methods: A total of 5959 ACHD patients (50%-women) under active follow-up at our center were included. The impact of SES on access to tertiary care was estimated using a subsample of patients living in the Greater London area (n=2129). Area based SES was measured using the English Index of Multiple Deprivation (IMD) for all patients. Results: Individuals from the lowest (most deprived) IMD-rank quartile were underrepresented by 37% of the predicted proportion, while individuals from the most affluent areas were significantly overrepresented (P<0.0001). Lower SES was not associated with a higher mortality rate. Similarly, there was no significant difference in mortality between males and females. Patients living in more deprived areas, however, had a significantly higher risk of IE (HR:1.3/IMDquartile,CI:1.0-1.6,P=0.04, Fig.) , with females being only half as likely to experience IE (HR:0.5,CI 0.3-0.9,P=0.02).
Risk of infective endocarditis
Conclusions: We found evidence of inequitable access to tertiary ACHD care, with patients from lower SES being significantly underrepresented at our center. This is alarming as similar survival prospects are realized for deprived and affluent patients once under active ACHD follow-up. Male patients and those living in more deprived areas had a significantly higher incidence of IE. Efforts aimed at improving referral patterns and the quality of dental hygiene/-treatment of disadvantaged patients should be increased. Background: Adult patients with cyanotic congenital heart disease (ACHD) are afflicted by increased mortality and morbidity. In contrast to ACHD patients in general, the prognostic value of cardiopulmonary exercise testing (CPX) is less clear.
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Methods:
We analyzed all CPX performed in cyanotic ACHD patients between 1999 and 2012 at a tertiary ACHD center. Cox proportional-hazards analyses were performed to identify predictors of all cause mortality and hospitalization. Results: 336 patients were analyzed (46% males, age 34.5±13.8 years). During a median follow up of 4.3 years, 216 patients were hospitalized and 52 died. On multivariate analysis heart rate increase was the only independent predictor of hospitalization (HR 0.88/10 bpm, p=0.0001). Univariate predictors of death were peak VO2 (HR 0.92, p=0.006), anaerobic threshold (HR 0.89, p=0.008), VE/VCO2-slope (HR 1.02, p=0.005), resting saturation (HR 0.93, p<0.0001), lowest saturation during exercise (HR 0.97, p=0.003), peak pulse (HR 0.85/10bpm, p=0.0002), and heart rate increase during CPX (HR 0.77/10bpm p<0.0001). On multivariate analysis, peakVO2, resting saturation and heart rate increase were independent predictors of mortality (HR 0.92, 0.95 and 0.83 respectively; p<0.05 for all). ROC analysis identified a peak VO2 of <16.1ml/kg/min, resting saturation <91% and heart rate increase <41bpm as optimal predictive cut-off values. Based on these values, a prognostic score was derived stratifying patients according to risk of death (Fig. 1) . Figure 1 Conclusions: Parameters of CPX identify cyanotic patients at risk for hospitalization or death. The current study confirms the predictive value of peak VO2 in the cyanotic population. In addition oxygen saturations and heart rate during exercise were found to be simple yet powerful prognostic markers. 
